THE DIVISION OF HEALTH OF MISSOURI

99-015500

ralth,
Yelfare STANDARD CERTIFICATE OF DEATH STATE FILE NUMBER
iblie
vice F] istratien District No. Primary Registration QistrictMo. ____________________ RagistZs Nd33_30,- -
| ALED APR 2 7 1988y ersien i s : ),
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. [f institution: Rusjdqw“
. COUNTY a. STATE b. COUNTY miss
o ° Mo, St oS
-57 b. CE)TRY (If cutside corporate limits, give TOWNSHIP only) Inside Limits c. CgRY L’Zé 5/ Ingfde Limits
oW § i Yes (1 Ne[] . TOWN Kirkwood Vea(d No[]
< c. ]':gls-f!"_l'lrﬂAl’:‘E OF (If NOT in hospitel, give location) | Length of stay in 1b d. iTD%%EETSS (If outside, give location) Reside on Farm
AL ORc . . .
0 hNsTiTuTion Ste ouis City Hospl #1 10341 Manc es [ Ne[]
-‘, 3. NAME OF ?ECEASED First Middie Lass 4. DATE Month Day Ya
o {Type or print} Josephine O Crowley DE(.JAFTH Ap],“ 11 2 19;9
5. SEX 6. COLOR OR RACE| 7. 8. DATE OF BIRTH 9. AGE (In years JFUNDER i YEAR| IF UNDER 24 HRS.
1 . MARRIED[ ] NEVER MARRIEGDC] i e i T
Female White WIDOWwED [ ] DIVORCED{ | Sept . 29 » 1877 ! '1'" > B l 3‘, J ’
10a. USUAL OCCUPATION {Giva kind of work done | 10b. KIND GF BUSINESS OR 11. BIRTHPLACE (City and state or country) 12- CITIZEN OF WHAT COUNTRY?
duri ing lifs, gugn if retired) INDUSTRY . .
rSEEE e s Springfield, I11. ! U.S.A.

130, FATHER'S NAME

Daniel O'Crowley

13b. MOTHER'S MAIDEN NAME

Mary Kavanaugh

14, NAME OF HUSBAND OR WIFE

- -

15. WAS DECEASED EVER IN U. S, ARMED FORCES?
(Yolnbor uuknuwn]l (lf yes, give war or dates of service}

15. SOCEAL SECLRITY NO,

498-07-4540

17. INFORMANT

Address

A Miriam Johnson, Minneapolis, Minn.

USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE
MEDICAL. CERTIFICATION

All diseases in Port | must be causally related.

PART . DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

18. CAUSE OF DEATH (Enter only ona causa per line for (a), (b), and (c}.)

______C&4&422:11__‘2512a1m12&¢4;

INTERVAL BETWEEN
ONSET AND DEATH

W

&nd:tionl, if any, DUE TO {b)
ich gove rise to
bo M "
T | 332X
lylng couse last. DUE TO (c)
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal disease condition given in PART ( (a} 19. WAS AUTOPSY
PERFORMED?
YES{ ] NO -
200. ACCIRENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.}
O | |
Ac. TIME OF .Howr Month, Day, Year
INJUR a.m.
p.m.
20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., inor aboutheme,| 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE ATD NOT WHILE I:I farm, factory, street, office bldg., etc.}
WORK AT WORK .

21. 1 oftended the decaased from
. Death eccurred ot

,hﬂmil 2. 1959 endlasrbaw:;:‘uliv.on Agrll 2' 1259

1HO .

& m on the date stated above; and 16 the best of my knowledge, from the cavsaes stated.

220. Sl TURE

{Dogres or title) &

22b. ADDRESS

+

1515 Lafayette Ave,

22c. DATE SIGNED

b/2/59

230. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEﬂETER;_OR CREMATORY 23d, LOCATION (City, town, or county) {State)
REMYVET™ (Apr.4,1959 Calvary Cemetery Springfield, Illinois.

24. FUNERAL DIRECTOR

ADDRESS

A. H. Bocklage

6536 Clayton Rd|

25. DATE RECD. BY LOCAL REG.

APR3 59

{Licenssd Embalmer's Statement an Reverse Side)

7 2 L




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed

BY M, OF DY oot i i e s e ra s raasnsaaresrean , Student Embalmer No. _........ccvuuenens

working under my personal supervision.

Student oo e
Signature of Student Embalmer

Note: The abbve MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting,

If this-body is not embalmed, fact should be so stated above,

i




